SUMMARY
Introduction
The New Partnership for Africa's Development (NEPAD) is an integrated development framework to enhance growth and reduce poverty in Africa by addressing key political, economic and social priorities in a coherent and balanced manner [1] . While the Member States, supported by the RECs, are ultimately the owners and core implementers of NEPAD, the United Nations (UN) has adopted it as the development strategy upon which it will base its support to Africa. NEPAD's success calls for real departure from business as usual by the Member States, the UN system, and other development and institutional partners. In 2002, the 38 th Ordinary Session of the Assembly of AU Heads of State and Government of the Organization of African Unity (OAU) held in Durban, South Africa declared the creation of the AU, decided that NEPAD would be implemented within the AU through the RECs, and recognized the RECs as the key vehicles for economic integration and cooperation in Africa. The 2003 Session of the CAMH considered and adopted, inter alia, recommendations on a proposal to establish Health and Social Affairs Desks within the RECs. The Report of the Ministers and their recommendations were duly endorsed by the 2003 Maputo Sessions of the Executive Council and Assembly of AU Heads of State and Government. Some of the objectives for the establishment of Health and Social Affairs Desks within the RECs are: better harmonization of the health policies of member states within the REC; improved coordination of health promotion activities; better resource mobilization and utilization; and better cooperation between the AU, RECs, Health Ministries of Member Sates, UN Agencies, NGOs and Civil Society Organizations on health issues. The ultimate aim of this paper is to provide a useful point of departure for the identification and development of approaches to strengthening international health cooperation at the sub-regional and country levels in Africa. Its specific objectives are four-fold:
1. To examine the extent to which the 2003 decision of CAMH has been implemented; 2.
To make a case broadly for greater regional integration and cooperation in the social sector (including health), beyond the traditional economic, trade and political fields; 3.
To propose a set of criteria as useful 4. To examine the extent to which the 2003 decision of CAMH has been implemented; 5.
To make a case broadly for greater regional integration and cooperation in the social sector (including health), beyond the traditional economic, trade and political fields; 6.
To propose a set of criteria as useful starting points for determining which social (i.e. health) activities can be undertaken at the regional and subregional levels; and 7.
Finally, to propose various programmatic options to be considered in strengthening the roles of the RECs in regional integration and cooperation in the social sector (in the context of NEPAD and NEPAD Health Strategy), and as Health and Social Affairs Desks are established within the RECs. The criteria and options examined in this paper are not intended to be exhaustive or prescriptive. They are germane to the ongoing work of the Conference of African Ministers of Economic Integration on the rationalization of the RECs; and the Chief Executive Officers of the RECs in strengthening the capacity of the RECs to achieve NEPAD objectives, and/or responding to the 2003 decision of the CAMH.
The need for regional integration and cooperation in health
In the most general sense, integration involves any bringing together of things: two or more polities, economies, cultures, religions, organizations, etc. In order to avail themselves of the opportunities and challenges in the "global economy", nations are integrating their economies with those of their neighbours, so as to create larger and more competitive regional economic blocs, and to engage in international trade, not just as individual states, but as regional powers [2] . The trend towards regionalism during the last decade has been characterized as a headlong rush, involving qualitative and quantitative changes in regional integration schemes [3] .
One of the important lessons arising from this period is that effective integration requires more than reducing tariffs and quotas. Wideranging policy measures (which go beyond traditional trade policies) are needed to remove barriers which have the effect of segmenting markets and impeding the free flow of goods, services, investments, and ideas [3] . An enabling environment for regional integration and collaboration in the social sector in Africa (beyond the traditional economic, trade and political fields) has been facilitated by several positive policy developments.
The Treaty Establishing the African Economic Community
The advantages of regional integration in Africa were recognized long before the term "globalization" came into vogue. The creation of the OAU in 1964 reflected awareness by African leaders at the time that Africa's strength was anchored in the ideal of Pan-Africanism. The Southern Rhodesia Customs Union was established in 1949, and the East African Community in 1967. In the last three decades, African countries have accelerated regional integration arrangements in pursuit of their economic development objectives. In 1991, African leaders undertook an ambitious and serious task, seeking to build an African Economic Community (AEC). The Lagos Plan of Action and the Abuja Treaty establishing the AEC spell out the economic, political, and institutional mechanisms for attaining regional integration [2] . The objectives of the Community, inter alia, included:
to promote economic, social, and cultural development, and the integration of African economies in order to increase economic self-reliance and promote an endogenous and selfsustained development; to promote cooperation in all fields of human endeavour in order to raise the standard of living of African peoples, maintain and enhance economic stability, foster close and peaceful relations among Member States, and contribute to the progress, development and economic integration of the Continent; etc. From the outset, they knew fully well that intense cooperation in the economic and political sectors alone would not bring about lasting regional integration. The 1991 Treaty had the promotion of social progress and collaboration in the social field as one of the objectives of the Community. In the treaty, African leaders also recognized the central importance of existing and new RECs in the achievement of regional integration. Health is a prominent priority of NEPAD, which recognizes the social, economic and human costs of the huge burden of disease afflicting the continent. The goal of the Health Strategy of NEPAD is to substantially reduce the burden of disease, with specific targets that are consistent with those of the Millennium Development Goals (MDGs) and aimed at halting and beginning to reverse the spread of disease by 2015 [4] . The NEPAD Health Strategy recognizes that the MDGs will not be achieved unless extraordinary action (as represented by the Health Strategy) is taken to place Africa and its health systems and interventions on course.
NEPAD and the NEPAD Health Strategy
In 2002, the Thirty-Eighth Ordinary Session of the Assembly of Heads of State and Government of the OAU held in Durban, South Africa declared the creation of the AU. It also decided that NEPAD would be implemented within the AU through the RECs. NEPAD has called for the strengthening of the RECs, eight of which have been accredited to the AU (see Table 1 ) and recognized as the key vehicles for economic cooperation and integration. In this decision, the African leaders recognized the important role of the RECs in regional integration, as well as the centrality of health in the regional integration process.
UN System Support for NEPAD
The United Nations, in its General Assembly Resolution 57/7 of 4 November 2002, adopted NEPAD as the development strategy on which to base its support to Africa, and required the UN system (including WHO) to adopt policy measures in support of NEPAD in seven areas, including [6] : aligning their activities with the priorities of NEPAD; working closely with the AU and other Regional and sub-regional organizations; etc. This resolution has provided an important legal basis for the collaboration of WHO and other UN agencies with the AU and the RECs on various social and health matters.
WHO Strategic Partnership for Health With the AU, the RECs and the UN Economic Commission for Africa (ECA)
Concordant with UN General Assembly Resolution 57/7, WHO's Regional Office for Africa (AFRO) has been leading an effort to strengthen strategic partnerships for health between WHO, the AU, the ECA, and the RECs. During a meeting held in Brazzaville, Republic of the Congo on 28-29 April, 2005, the participants, including representatives of the RECs, agreed, inter alia, to: consult each other in the development of policies, strategies and reports to ensure coherence and consistency in positions on health matters; organize a consultative meeting in the future to clarify and determine the roles of each of the partners within the health sector, taking into consideration their strengths, weaknesses, competencies and comparative advantages; etc. [7] . This is an important development, and is expected to result in a more synergistic and better-coordinated involvement of the RECs in social and health matters.
Benefits of Regional Integration and Collaboration in the Health Field
A regional integration arrangement is principally a preferential (and usually reciprocal) agreement among countries with the aim of reducing barriers to economic and non-economic transactions. Such cooperation among countries has potential benefits for the health sector as well. 1.
Regional integration among developing countries in the past has been mainly aimed at encouraging industrial development. There is, therefore, relatively little direct evidence on its impact on health. However, economic theory predicts that regional integration promotes increased intra-regional trade, which fosters economic growth and increases employment prospects and the income-earning capacities of the poor. It is, therefore, tempting to conclude that regional integration arrangements will generate health and welfare gains [2] . 2.
Regional integration arrangements can benefit member countries (with small populations as do most African countries) through increased scale and competition [3] . Member states can benefit from reduced cost of medical technology through bulk procurement mechanisms. Similarly, expensive high technology medical equipment and infrastructure that require large populations can become viable if regionalized and made simultaneously available to populations of several countries within the bloc. 3.
In the health sector, regional integration can ensure the continuity of health reforms in member countries, because such arrangements (even in the face of the frequent changes of Ministers of Health experienced by various countries) have the potential of bringing about commitment of those countries to decisions taken collectively, and for providing a framework for improving coordination and achieving better harmonization of policies and regulations. 4.
Countries in the bloc can benefit from cooperation --including resource pooling --to promote regional public goods and combat regional public bads [3] . Such arrangements can provide a framework for resource-sharing or for dealing with cross-border problems, such as pollution, HIV/AIDS, etc.
5.
Regional integration and cooperation arrangements also strengthen enforceability. Furthermore, the regular contact and collaboration among policymakers that regional integration arrangements entail can strengthen support and integration arrangement, activities can be undertaken which Member States cannot implement on their own due to strictures in both human and financial resources
Achievements so far
The case for regional cooperation, although clear and straightforward in theory, is difficult to achieve in practice. Nonetheless, some notable successes (which predate the 2003 decision of CAMH) have been attained in the health field. Two models of international health cooperation are evident: the establishment of specialized health communities; and the creation of capacity within existing RECs to undertake work in health. Rather than establish specialized health agencies, other RECs (which are examples of the second model) have decided to increase their internal capacity to undertake work on specific health issues.
• The Southern African Development Community (SADC) appears to be the only REC that has adopted a protocol on health (in 1999), which provides a legal framework for cooperation and integration among SADC Member States in the area of health [11] . In addition, it has established specific programmes for addressing major communicable diseases; for example, the SADC HIV and AIDS Strategic However, COMESA has neither an establishment nor a budget for dealing with social issues, including health [13] . Consequently, the programmes are being implemented as special programmes, generally with external funding. Some of the special programmes being implemented in response to the demands of Member States include: the COMESA Pharmaceutical Harmonization Programme (whose main objective is to harmonize regulations and procedures governing trade and manufacture of pharmaceutical products within the COMESA region); the COMESA Pharmaceutical Information and Trade Database; the COMESA Pharmaceutical Association (established to promote private sector involvement in the pharmaceutical industry); and a programme on HIV and AIDS and a strategic framework for mainstreaming HIV/AIDS into the COMESA Gender Policy.
• . Within the provisions of the specific MOUs, the parties agreed to: assist Member States in the sub-region in undertaking health data collection and analysis and in carrying out research activities in the health sector; jointly engage in dialogue with Regional Member Countries with a view to assisting them in health planning and in formulating and implementing policies and strategies aimed at improving health conditions and raising the standard of health of their populations; jointly control major cross-border health problems and develop early warning systems; provide orientation and training to professional and technical personnel of the various RECs as well as cooperating in the organization and conduct of courses, research, seminars, workshops and symposia related to matters of common interest in the Regional Member States.
Challenges
Experience with regional integration and collaboration in the health field in Africa has been fraught with various challenges.
Strictures in Capacity and Resources Among Countries and RECs
Most RECs have inadequate human and fiscal resources to pursue even their priority activities relating to political and economic integration. 
Subordination of Social Activities
The observed inadequate participation of the RECs in meetings with social objectives might be symptomatic of an overall lack of political will and low priority given to social (and health) issues within the RECs. 1.
Multiplicity and Overlapping of Programs and Players:
Africa currently has 14 regional integration groupings (see Table 1 ), with two or more in each of the five sub-regions. Of the 53 African countries, 26 are members of 2 RECs, 20 are members of 3 RECs, one country belongs to 4 RECs, and only 6 countries maintain membership in just one REC (see Table 2 ) [2] . In addition, there may be a multiplicity of international players in the health sector within a given REC. For example, within ECOWAS, there are: the AFRO Inter-country Team in Burkina Faso; UEMOA with its own health strategy; WAHO --the specialized health institution of ECOWAS. The RECs may be seen as an embodiment of enthusiastic policy response to the Abuja Treaty, which provides for the establishment of RECs in regions where they do not exist. In that light, they fill existing gaps and serve a felt need. However, the overlapping memberships are perceived as wasting both efforts and resources, and (with the multiplicity of international players and programs) complicating the work of harmonization and coordination. The impact has important implications for the capacity of the RECs to undertake the important work of regional integration and cooperation in the social sector as well. However, the rationalization of the RECs is a political question which has been receiving attention at the highest level of the AU. The Extraordinary Session of the Assembly of AU Heads of State and Government in Sirte, Libya in 1999 decided, inter alia, to take measures to strengthen and consolidate the RECs as pillars for achieving the objectives of the AEC and realizing the envisaged Union [17].
Way forward
The need for regional integration and cooperation (not only in economic and political terms, but also in the social spheres) is, without doubt, supported by the Abuja Treaty, NEPAD and the NEPAD Health Strategy, the 2003 Recommendations of the Conference of African Ministers of Health, and UN General Assembly Resolution 57/7. Progress to date with regional integration generally [2] , and with the 2003 decision of the CAMH specifically, has fallen short of expectations. It is clear, therefore, that the performance of the RECs with respect to regional integration and cooperation, particularly in the social sector, needs to be improved.
This effort cannot, as a necessity, wait until the political question relating to the rationalization of the RECs is conclusively dealt with. The following criteria should be part of other elements considered by:
• The Chief Executive Officers of the RECs as they ponder the proper roles to be played by the RECs in achieving the NEPAD program, and as they elaborate appropriate terms of reference for Health and Social Affairs Desks with the RECs, in response to the 2003 decision of the CAMH; • Development partners (including WHO) in designing their frameworks for institutional cooperation with the RECs and other sub-regional inter-governmental organizations in Africa; and • The Conference of African Ministers of Economic Integration as they try to rationalize the multiple and overlapping array of RECs.
Criteria for Determining Activities That Can be Undertaken at the Regional and Subregional Levels
The need for the involvement of the RECs in regional integration and cooperation in the social (i.e. health) sector begs the following question, "What activities can be done or should be done at the regional level?" In exploring this question, the following criteria are suggested for consideration:
• the social (or health) issue tackled has to be trans-boundary in nature or require inter-country cooperation; • the activity should be a powerful lever for poverty reduction; • the activity has to facilitate the implementation of, or commitment to, international conventions and other regional and international instruments on health or social welfare and development;
• the activity should promote the formulation of an African regional or subregional consensus at international forums; • the activity should facilitate inter-country exchange, and promote learning from best practices in the region or sub-region, through physical meetings or compiling best practice models, guidelines and standards; • the activity should facilitate action by, and promote linkages or networking among, centers of excellence, including social (or health) development institutions, professionals and practitioners in the region or sub-region;
• the activity should support the building of capacity for compiling evidence, regional indicators and trends;
• the activity should benefit from economies of scale; and • the REC, in undertaking the activity,
should not duplicate (but should rather add value to) work already being done by other regional or sub-regional intergovernmental bodies or institutions (such as AFRO).
Programmatic Options for the RECs
With the above criteria in mind, the following programmatic options could be considered as Health and Social Affairs Desks are established within the RECs or frameworks for institutional cooperation between development partners (including WHO) and the RECs are elaborated. These options are not intended to be prescriptive, nor do they represent a numerus clausus. Rather they are intended to guide on-going discussions and work on the proper roles of the RECs in regional integration and cooperation in the social sector, in the context of NEPAD and the NEPAD Health Strategy.
To Bring WHO's Technical Support Closer to the Country Level:
AFRO has established three Inter-country Teams (located in Harare, Zimbabwe; Ouagadougou, Burkina Faso; and Libreville, Gabon) as vehicles for ensuring the provision of adequate technical support to countries and thus allowing the Brazzaville-based Regional Office to concentrate on policy development and provision of strategic direction. In the context of ongoing discussions on the strengthening of strategic partnerships between WHO, the AU, the ECA, and the RECs, the synergies between the Inter-country Teams and the RECs need to be identified and positively exploited, as part of overall strategies for maximizing WHO's effects on the ground.
To strengthen Emergency Preparedness and Response: It has been observed that countries, which share geographic territory, also share risks to natural hazards [18] . As a result of few language and other cultural barriers, assistance from neighboring countries for a country, which needs additional resources after a disaster, can arrive on the scene quickly. This makes a compelling argument for the use of the RECs by countries within the bloc as loci for developing a common sub-regional disaster response capacity, underpinned by a common sub-regional policy for humanitarian assistance and international relief in disaster situations. Furthermore, the administrative infrastructure of the RECs already exists in this case. Additional expenditures would only be for other requirements for effective response.
To strengthen the capacity for public health training in Africa: The issue of outflow of trained professional and technical personnel from developing to developed countries is an old one indeed, historically resulting in policy interventions in WHO and elsewhere within the UN system [19] . More recently, this has re-emerged as a central concern of the Member States, NEPAD and other development partners, including WHO. WHO could collaborate and cooperate with other international organizations, particularly UNICEF, UNDP, and UNESCO, in the spirit of UN Resolution 2417 [19] , in the establishment and/or strengthening of public health schools (with worldclass facilities) in Africa, with no more than one within each REC. The location will be up to the Member States of the RECs to decide. These specialized schools could also become the loci within the RECs for fellowships training sponsored by various UN Agencies, including WHO, with following advantages: training received will be relevant to the health needs of populations in the region or sub-region; it will be more cost-effective compared to training conducted outside the African Region; it will help stem the outflow of trained professional and technical personnel from Africa to the developed countries, since experience has shown that professionals tend to stay longer or permanently in the countries where they are trained; and the continuing education needs of public health professionals will be very much facilitated, thereby reducing the chances for further out-migration of trained professionals.
To facilitate collaboration and coordination between Member States on Cross-border Health Issues:
Countries within a REC encounter common crises with similar hazards and vulnerabilities, including HIV/AIDS, drug and human trafficking, drought, floods, environmental degradation, land pressure, acute food shortages, armed conflicts, mass displacements, chronic under-resourcing, and lack of access to health services for vast numbers of their populations [20] . The border is not a dividing line, but rather a community that bridges the political division separating two countries [21] . Mortality related to starvation and morbidity is most severe in frontier and remote areas because populations in these areas are cut off from national and international resources, which tend to be concentrated in the capitals and urban centers. Issues affecting border communities and "border crossers" are widely ignored and relegated to a position of insignificance in the development agenda [20] . The RECs could serve as loci for solving crossborder issues by facilitating and promoting collaboration, co-ordination, innovative projects and flexibility among bordering countries. The Horn of Africa Initiative, which started in 1996 and was located at IGAD serves as a useful precedent.
Regionalization of Regulatory Capacity Traditionally, there is a gap of several years between initial licensure of a health product (medicines, vaccines, condoms, etc.) in a developed country and widespread licensure in developing countries, including those in Africa. This is because regulatory oversight, which is necessary to ensure that safe and effective health products reach the consumer, is weak in many low and middle income countries. Regulatory authorities in these countries have little experience and insufficient resources to review and approve new products. Consequently, they generally rely on prior approval by regulatory agencies in industrialized countries. Since countries with similar epidemiological and population characteristics could benefit by pooling their regulatory expertise, the RECs could provide a framework for such a regional approach.
6.
Harmonization and Coordination of Health Policies, Programs, and Protocols: The RECs could play an important role in harmonizing health policies, programs, and protocols among its members either by negotiating and bringing about the transfer of responsibility from the national to the supranational, regional level (for an activity that is better done at the regional level), or by coordinating national policies and frameworks where the activity is better done at the country level. Such harmonization would facilitate crossborder collaboration and interventions. An example is the need for the RECs to coordinate the positions of their Member States in future multilateral trade negotiations to ensure policy coherence between trade and health (with the support of WHO and other development partners), recognizing that trade agreements have public health implications and present both opportunities and risks for population health. Another example is the need to cooperate on a regional basis to implement the relevant legislation and institutions necessary to establish a strong regional framework for the protection of intellectual property relating to plant varieties.
Conclusion
The imperative for regional integration and cooperation in Africa (not only in economic and political terms, but also in the social sphere) is supported by the Abuja Treaty, NEPAD and the NEPAD Health Strategy, the 2003 Recommendations of the Conference of African Ministers of Health, and UN General Assembly Resolution 57/7. Unfortunately, progress to date with regional integration generally, and in pursuit of the 2003 decision of the CAMH specifically, has fallen short of expectations. Further progress is possible, but cannot wait until the political question relating to the rationalization of the RECs is conclusively decided. Activities undertaken by the RECs need to be reviewed and realigned (if necessary), taking into consideration criteria and programmatic options such as those suggested in this paper. These criteria and options are particularly relevant in guiding the elaboration of terms of reference for Health and Social Affairs Desks within the RECs (consistent with the 2003 decision of the CAMH), as well as the establishment of frameworks for institutional cooperation between development partners (including WHO) and the RECs.
